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Visual Impairment and Eye Care Among Older Adults -Five States, 2005
Blindness and visual impairment are among the 10 most common causes of disability in the United States (1) and are associated with shorter life expectancy and lower quality of life (2, 3) . Previously, state-specific prevalences of visual impairment and eye disease were estimated from national prevalences. However, in 2005, five states (Iowa, Louisiana, Ohio, Tennessee, and Texas) provided state-specific estimates by using the new CDC Behavioral Risk Factor Surveillance System (BRFSS) vision module. CDC analyzed data from the module to determine the self-reported prevalence of visual impairment, eye disease, eye injury, and lack of eye-care insurance and eye examination among persons aged >50 years in each of these five states and among certain sociodemographic populations overall. This report describes the results of that analysis, which indicated variation in disease prevalence and use of eye care among individual states and also among racial/ ethnic populations and age groups within the five states combined. The variability among state data suggests that statespecific surveillance of visual impairment and eye care and investigation by states to identify influencing factors might lead to creation of vision programs better suited to individual state needs.
BRFSS is a state-based, random-digit-dialed telephone survey of the noninstitutionalized, U.S. civilian population aged >18 years. The median Council of American Survey Research Organizations response rate for BRFSS in 2005 was 51.1%, with a range among states of 34.6% to 67.4%. Response rates for the five states using the optional BRFSS vision module in 2005 were as follows: Iowa, 60.2%; Louisiana, 51.4%; Ohio, 49.5%; Tennessee, 59.6%; and Texas, 45.2%. Among the five states, Louisiana provided data only for January-August because of Hurricane Katrina. Respondents were classified as having visual impairment if they answered "a little difficulty," "moderate difficulty," "extreme difficulty," or "unable to do because of eyesight" to the question, "How much difficulty, if any, do you have in recognizing a friend across the street?" or to the question, "How much difficulty, if any, do you have watching television?"* Three selected eye diseases (i.e., cataract, glaucoma, and macular degeneration) and workplace eye injury were identified if respondents answered "yes" to the relevant questions. † Diabetic retinopathy was identified (from the BRFSS diabetes module) if respondents with diabetes answered "yes" to the question, "Has a doctor ever told you that diabetes has affected your eyes or that you had retinopathy?"
The BRFSS vision module also incorporated questions relating to use of eye care. Respondents were classified as not having eye insurance if they answered "no" to the question, "Do you have any kind of health insurance coverage for eye care?" Respondents were classified as not having had a dilated eye examination in the preceding 12 months if they answered other than "within the past month" or "within the past year (1-12 months ago)" to the question, "When was the last time you had an eye exam in which the pupils were dilated?" They were classified as not having visited an eye-care professional in the preceding 12 months if they answered other than "within the past month" or "within the past year" to the question, "When was the last time you visited any eye-care professional?" In addition, respondents were asked the main reason they had not visited an eye-care professional in the preceding 12 months. The analyses were weighted to make estimates representative of the civilian, noninstitutionalized population in the five states.
A total of 13,931 responses § were analyzed using statistical software to account for the survey design complexity. Trends were assessed using linear regression by the weighted least squares method.
The self-reported prevalence of visual impairment and eye disease among persons aged >50 years varied among the five states that used the BRFSS vision module in 2005. The prevalence of visual impairment ranged from 14.3% (95% confidence interval [CI] = 12.9%-15.8%) in Iowa to 20.5% (CI = 18.6%-22.5%) in Ohio ( Table 1) . Prevalence of cataract ranged from 29.0% (Texas) to 34.3% (Iowa), prevalence of glaucoma ranged from 5.0% (Tennessee) to 7.4% (Louisiana), prevalence of macular degeneration ranged from 3.1% (Tennessee) to 5.4% (Iowa), and prevalence of diabetic retinopathy ranged from 2.7% (Ohio) to 4.3% (Louisiana). The self-reported prevalence of workplace eye injury history ranged from 5.8% (Tennessee) to 9.0% (Iowa) among the five states. With the exception of diabetic retinopathy, women had higher prevalence of visual impairment and eye disease than men. Among age groups, prevalence of cataract and glaucoma increased with age, and prevalence of workplace eye injury history decreased with age (p<0.05).
Having eye-care insurance and use of eye care also varied among the five states ( Table 2 ). The percentage of participants reporting no eye-care insurance ranged from 46.2% (Ohio) to 55.0% (Tennessee). In addition, the percentage reporting they had not had a dilated eye examination during the preceding 12 months ranged from 40.6% (Iowa) to 46.2% (Texas); the percentage reporting no visit to an eye-care professional in the preceding 12 months ranged from 30.4% (Iowa) to 34.8% (Texas). Persons in the five states cited "no reason to go" (range: 42.8% in Louisiana to 60.9% in Iowa) and "cost/insurance" (range: 18.5% in Ohio to 22.1% in Tennessee) as the most common reasons for not having visited an eye-care professional in the preceding 12 months. Overall, persons aged 50-59 years were least likely to report not having eye-care insurance. The percentage of persons who had not had a dilated eye examination or a visit to an eye-care professional in the preceding 12 months decreased with increasing age (p<0.05). Men were more likely than women to report not having had a dilated eye examination or not having had an eye-care visit. Having eye-care insurance and use of eye care also varied by race/ethnicity, education, and income (p<0.05). Hispanics were more likely than non-Hispanic whites to report not having eye-care insurance, not having had a dilated eye examination, and not having had an eye-care visit during the preceding 12 months. Respondents with less than a high school education or annual household income <$15,000 were least likely to use eye-care services. Moreover, the percentage without eyecare insurance decreased as education and income levels increased (p<0.05).
preventive eye care remains a major public health concern. Early detection and timely treatment can prevent visual impairment and progression of conditions leading to blindness. An annual dilated eye examination is recommended for persons with diabetes or aged >65 years (4); by comparison, approximately 44% of those aged 60-69 years and 32% of those aged 70-79 years had not had a dilated eye examination during the preceding 12 months. Many eye problems are asymptomatic initially, and regular eye examinations can help delay or limit the progression of vision loss and eye diseases (5) . In addition, efficacious and cost-effective strategies to detect and treat certain eye diseases exist (6) (7) (8) (9) . However, in this study, approximately 41%-46% of respondents aged >50 years had not had a dilated eye examination, and approximately 30%-35% had not visited an eye-care professional during the preceding 12 months. The finding that prevalence of workplace eye injury history decreased with increasing age appears counterintuitive and suggests a need for further study.
This report is subject to at least three limitations. First, the prevalences of visual impairment and eye diseases are selfreported and might be different than objective clinical measurements. Second, the data are collected by telephone survey and might not be representative of persons without landline telephones. Finally, institutionalized populations (e.g., nursing home residents) are not included in BRFSS.
CDC provides resources and technical assistance to state health departments to increase surveillance of visual impairment and eye diseases. The new BRFSS vision module can be used to help public health agencies plan, implement, and evaluate programs on vision-loss prevention and eye-health promotion at national, state, and local levels and can help monitor Healthy People 2010 objectives regarding eye care. These data can enable CDC and states to better assess the need for eye care, identify groups at high risk for eye disease, reduce health disparities, allocate scarce resources, and target effective intervention activities. Public Health Surveillance for Smallpox -United States,
2003-2005
In June 1987, nearly 10 years after the World Health Organization (WHO) declared smallpox eradicated, the Council of State and Territorial Epidemiologists (CSTE) recommended removal of smallpox, a highly contagious viral disease, from the National Notifiable Diseases Surveillance System (NNDSS) (1).* However, the attacks of September 11, 2001, raised concern that smallpox (variola) virus, might exist in laboratories other than two WHO-designated repositories and could be used as an agent of biologic terrorism (2) . In response to this concern, CSTE and CDC recommended in June 2003 that smallpox again be made reportable through NNDSS and that all states, territories, and cities add smallpox to their lists of reportable diseases (3). In 2005, CSTE conducted a cross-sectional survey in the United States and its territories to assess key components for surveillance of suspected smallpox disease, including legal reporting requirements, laboratory testing, and training and education (e.g., oral presentations and guides). This report summarizes the results of that survey, which indicated that 100% had the capacity to receive and investigate reports, 94% of states had legal requirements to report suspected smallpox disease, 70% had mandatory laboratory reporting of results indicative of smallpox disease, and 68% were providing ongoing training and education of health-care providers and public health staff.
During August-October 2005, CSTE sent an e-mail to all state epidemiologists asking them to participate in the survey, which was available online to all 50 states, the District of Columbia (DC), eight U.S. territories, and health departments of nine large cities. A total of 46 states and DC (92%), one territory (13%), and seven large cities (78%) responded to the survey, for an overall response rate of 81%. The survey respondents were senior-level epidemiologists.
Forty-three of the 46 responding states and DC (94%) and all seven cities indicated having reporting requirements and other components of a surveillance system to detect suspected smallpox disease. In addition, 25 states and DC (55%) and four cities (57%) required reporting of varicella (chickenpox), a potentially severe vesicular or pustular rash illness with certain signs and symptoms similar to smallpox. Participants also reported that other surveillance systems were in place to detect suspected smallpox disease, including 1) syndromic surveillance in 33 states and DC (72%) and six cities (86%) and 2) rash illness surveillance in 29 states and DC (64%) and four cities (57%).
All 55 respondents reported having the capacity to receive and investigate reports of suspected smallpox disease 24 hours a day and 7 days a week. Forty-one states and DC (89%) had the capacity to receive disease reports primarily by telephone and 33 (70%) primarily by fax. Fifteen (32%) respondents indicated the capacity to receive reports by e-mail and 13 (28%) via the Internet. Of the 46 responding states and DC, 42 (89%) had the ability to investigate reports by telephone, 38 (81%) by e-mail, 33 (70%) by other methods, and 31 (66%) by fax. Field or home visits were reported as the methods least likely to be used for investigation of persons with suspected smallpox (12 [26%] of 46 respondents). For the seven large cities, the patterns for receiving and investigating reports were similar.
For tests related to orthopoxviruses, including smallpox virus, 31 states and DC (68%) reported they would use the CDC laboratory; 30 (64%) would use a state health laboratory, 10 (21%) a neighboring state laboratory, four (9%) another laboratory, and three (6%) an academic facility. Twenty-six states and DC (57%) reported their state public health laboratory could rapidly provide testing by orthopoxvirus nonvariola polymerase chain reaction (PCR) * Decisions to include or exclude a disease from NNDSS are based on the extent of its associated morbidity and mortality and on its amenability to intervention and control.
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assay and viral culture † ; 22 (47%) could provide testing by orthopoxvirus PCR assay, 10 (21%) by a variola PCR assay, and seven (15%) by electron microscopy. During 2004, an estimated 69,000 health-care and public health practitioners were trained in smallpox clinical presentation, diagnosis, and surveillance during pre-event and postevent periods by state, territorial, and large-city public health agencies. The primary means for training included presentations (58%) or using CDC materials (56%). An average of 7.8 training sessions (median: two; range: 0-133) were offered by a state public health agency, and 10.4 sessions (median: three; range: 0-116) were offered by local and county public health agencies. Professionals targeted for training were primarily public health personnel (64%), hospital emergency department staff members (44%), and other hospital staff members (45%). Editorial Note: As with any notifiable disease, legal requirements for mandatory reporting of smallpox are necessary for complete and timely reporting of suspected or confirmed cases (4, 5) . These legal requirements are the foundation for statebased surveillance in the event of a terrorist attack, specifically for smallpox and other agents of biologic terrorism (i.e., Category A, B, and C agents as defined by CDC) (6) . Most states also have general authority to collect data on matters of public health importance, disease outbreaks, or unusual or unforeseen occurrences (7, 8) . State reporting requirements, including laboratory reporting requirements, constitute a core set of components for smallpox-specific surveillance that can detect disease quickly and lead to rapid case investigation (9) . These components are coupled with increased ability of terrorism-preparedness programs in states to receive and investigate reports, conduct key syndromic or other surveillance to detect smallpox, and conduct ongoing education and training sessions on smallpox recognition and disease surveillance.
Several factors have contributed to the ability of state health departments to conduct surveillance and respond to suspected smallpox cases. States can mandate reporting by hospitals, laboratories, physicians, and other health entities for a disease within their jurisdiction. In October 2005, CSTE updated its annual NNDSS Queriable Database and noted that smallpox was reportable by law in 46 states and DC (7) . Since then, two of the four states in the database that had not indicated smallpox was a reportable condition now have listed it as one of the state's notifiable diseases. The other two states report outbreaks of any kind or an unusual number of cases of any infectious disease, including smallpox.
Increases in federal funds also have affected state preparedness programs. During 2002-2005, state and local health departments received nearly $3.5 billion in federal funds to bolster state public health preparedness programs. The funds were used in part to strengthen surveillance capacity related to agents of biologic terrorism. Increased funding in terrorism preparedness and emergency response also has increased the number of epidemiologists and increased the capacity for state-level preparedness (9) . Furthermore, a greater percentage of states reported substantial to full capacity to monitor health status and to identify and investigate health problems and health hazards in communities (9) .
Current reporting requirements and surveillance systems, access to laboratory facilities and modes of communication to receive information, and training of public health professionals and health-care practitioners have enhanced the public health system's capacity for responding to suspected cases of smallpox disease. The findings from the CSTE survey indicate that, in the event of suspected smallpox, the public health infrastructure has components in place to detect, receive reports of, investigate, and confirm or rule out the disease. Given that states have addressed the legal and infrastructure requirements necessary to report smallpox, continued measures should focus on the advancement of 1) reported data from physicians, laboratories, and hospitals to a public health agency, and 2) early-event-detection systems to detect suspected smallpox disease. Finally, because clinicians typically are the first to identify and diagnose disease (10), measures should focus on dissemination of educational and training materials to health-care providers, emergency medical services personnel, and public health practitioners. 4 
Immunization Information Systems Progress -United States, 2005
Immunization registries are confidential, computerized information systems that collect and consolidate vaccination data from multiple health-care providers, generate reminder and recall notifications, and assess vaccination coverage within a defined geographic area (1, 2) . A registry with added capabilities, such as vaccine management, adverse event reporting, lifespan vaccination histories, and linkages with electronic data sources, is called an immunization information system (IIS) (3). This report summarizes data from CDC's 2005 Immunization Information System Annual Report (IISAR), a survey of grantees in 50 states, five cities, † and the District of Columbia (DC) that receive funding under section 317b of the Public Health Service Act. These data indicated that approximately 56% of U.S. children aged <6 years participated in an IIS, an increase from 48% in 2004. Moreover, 75% percent of public vaccination provider sites and 44% of private vaccination provider sites submitted vaccination data to an IIS during July-December 2005. These findings underscore the need to increase the number of participating children, from the current 13 million to approximately 21 million, to assure 95% participation of children aged <6 years and improve the effectiveness of U.S. immunization programs.
The 2005 IISAR, a self-administered, Internet-based questionnaire, was available to immunization program managers as part of an annual reporting requirement. As in previous years, respondents were asked about the number of children aged <6 years participating in the IIS, the number of healthcare provider sites participating in the IIS, and other programmatic and technical capabilities (e.g., data linkages with other public health programs, data use, vaccine management, software and hardware capabilities, and reporting functions). All 56 grantees were asked to complete the questionnaire; 52 reported on the number of children aged <6 years participating in an IIS. Estimates of the total number of children aged <6 years were based on 2005 U.S. census data.
The findings indicated that, of approximately 23 million U.S. children aged <6 years, an estimated 13 million (56%) participated in an IIS. Eleven (20%) IIS grantees (Alabama, Arkansas, Arizona, Delaware, Michigan, Mississippi, New York City, North Dakota, Oregon, Philadelphia, and Wisconsin) had >95% of children aged <6 years participating in an IIS ( Figure) . Eleven (20%) other IIS grantees (DC, Idaho, Iowa, Louisiana, Missouri, Montana, Oklahoma, Rhode Island, Tennessee, Utah, and Washington) had participation ranging from 81% to 94%.
Approximately 75% of public vaccination provider sites and 44% of private vaccination provider sites submitted vaccination data to an IIS during July-December 2005. § Twentytwo (39%) grantees reported that >95% of public vaccination IISs are being used increasingly as a decision-making tool for immunization programs and health-care providers to generate patient reminders and recalls, perform vaccine inventory management and distribution tasks, conduct routine public health surveillance, conduct school assessments, and identify clusters of undervaccinated children. Data from IISs have been used by immunization programs to make more effective and timely decisions. For example, during a routine Vaccines for Children Program site visit, the Oregon Immunization Program discovered that one vaccine (diphtheria and tetanus toxoids and acellular pertussis vaccine [DTaP]) was not being stored at proper temperatures in a pediatric clinic. According to data in the Oregon IIS, approximately 3,100 children had received 1 or more doses of DTaP or TriHIBit ® ¶ (Sanofi Pasteur, Swiftwater, Pennsylvania) vaccine during the period in which the vaccines were improperly stored. Within 8 days, Oregon IIS staff members had coordinated with the clinic to compile the necessary information to conduct a patient recall. An estimated 3,100 families received notices to return for revaccination; 1,280 (41%) children returned to the clinic and received 1 or more doses of vaccine containing diphtheria and tetanus within 90 days after the notice was mailed.
The ability to share and exchange data with other information systems also has increased the usefulness of IISs for health insurance providers, health department clinics, Medicaid, and schools. The ability to use IIS data to comply with schoolentry laws has ensured up-to-date vaccinations for children and improved the quality of IIS data. In 2005, a total of 38 (75%) grantees provided elementary schools with access to IIS data to monitor, document, and comply with school entry laws.
In 2003, the Georgia Registry of Immunization Transactions and Services (GRITS) formed a partnership with the Houston Hot Shots Coalition in Houston County, Georgia, to increase use of GRITS in kindergarten classes and elementary schools in Houston County. Before 2003, annual kindergarten up-to-date vaccination rates for the Houston County Board of Education ranged from 67% to 90%. After implementing the partnership's recommendation to use GRITS for the 2003-04 school year audit, the rate for all 22 elementary schools was 100%. As a result of this success, the coalition presented the school superintendent with a proposal that GRITS be the official school-vaccination record for all students and that all students entering Houston County schools have their vaccination records validated by GRITS. The coalition proposal was approved by the school superintendent and implemented for the 2006-07 school year.
In DC, the Department of Health collaborated with DC Public Schools (DCPS) and other partners on the DC School Immunization Project, which successfully monitored and documented school vaccination rates for the estimated 54,000 children enrolled in DCPS. The project objectives were to 1) use local partnerships to link traditional and high-technology quality-improvement strategies to overcome limited resources and achieve higher school vaccination rates; 2) identify and track vaccination levels for all public school children; and 3) use the IIS for quality improvement and improvement of overall vaccination rates and accuracy. DCPS provided the IIS with weekly enrollment files, which kept IIS staff members informed about new enrollees and allowed them to update vaccination rates. In addition, health insurance providers in the DC area provided the IIS with electronic enrollment data monthly, and the IIS provided updated information on the vaccination status of enrollees, including a list, by school, of enrolled students who met vaccination requirements. Before 2001, IISs were used for assessing DCPS vaccination compliance for entry to school and middle schools only. After implementing schoolwide policies to use IISs, the proportion of students with documentation of DCPS-required vaccinations increased children aged <6 years and providers might be underestimated or overestimated.
Immunization programs that use IIS data have improved the quality of vaccination activities in various settings in Oregon, Georgia, and DC. These examples illustrate the usefulness of IIS data for assessing program activities and measuring progress toward reaching immunization program goals. As participation in IIS increases and data quality improves, data from IIS will improve the effectiveness and efficiency of immunization programs throughout the United States. Beginning with the 2004-05 influenza season, the Advisory Committee on Immunization Practices (ACIP) recommended that all children aged 6-23 months receive influenza vaccinations annually (1) . Other children recommended to receive influenza vaccinations include those aged 6 months-18 years who have certain high-risk medical conditions, those on chronic aspirin therapy, those who are household contacts of persons at high risk for influenza complications, and, since 2006, all children aged 24-59 months (1). Previously unvaccinated children aged <9 years need 2 doses administered at least 1 month apart to be considered fully vaccinated (1). This report assesses influenza vaccination coverage among children aged 6-23 months during the 2005-06 influenza season by using data from six immunization information system (IIS) sentinel sites. The findings demonstrate that vaccination coverage with 1 or more doses varied widely (range: 6.6% to 60.4%) among sites, with coverage increasing from the preceding influenza season in four of the six sites. However, <23% of children in five of the sites were fully vaccinated, underscoring the need for increased measures to improve the proportion of children who are fully vaccinated.
This report is based on data from IISs, which are confidential, computerized systems that maintain vaccine administration information and have other important capabilities (e.g., vaccine management, adverse event reporting, assistance in disease surveillance activities, and linkages with electronic data sources). CDC collaborates with IIS sentinel sites in five states (Arizona, Michigan, Minnesota, Montana, and Oregon) and the District of Columbia to promote population-based analysis of IIS data for immunization program assessment and evaluation. The sites represent geographically contiguous counties or census tracts for which IIS data are collected on >10,000 children aged <6 years, representing >95% of the population in that age group in that area. Sentinel sites also have approximately 90% of the vaccine provider locations in the geographic area as IIS participants.
Vaccination Vaccination coverage with 1 or more doses among children aged 6-23 months ranged from 6.6% to 60.4% in the sentinel sites (Table) . Percentages of children who were fully vaccinated ranged from 2.3% to 43.4%. Compared with the 2004-05 influenza season (2), vaccination coverage with 1 or more doses increased at four sentinel sites and decreased at two sites (Table) . The percentage of children who were fully vaccinated remained the same at one sentinel site, decreased at one site, and increased at four sites.
National Immunization Survey (NIS) estimates for the 2005-06 influenza season are not yet available; however, previous IIS estimates of influenza vaccination coverage among children have been similar to NIS results (Table) (3). During the 2005-06 season, the disparity in vaccination coverage among the IIS sentinel sites was likely a result of the degree of vaccine promotion in each locale and the likelihood of reporting the administered doses to the IIS. For example, health-care workers at Site F indicated that anecdotal evidence and previous NIS estimates suggest that the low reported vaccination coverage likely reflects underreporting of influenza vaccination to the IIS rather than the actual coverage.
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Although limitations exist regarding the use of IIS data, state health departments should consider the IIS as a means for rapidly assessing influenza vaccination coverage. Prompt reporting of influenza vaccinations to the IIS can enable local or statewide assessments during the current influenza season, aiding measures to increase the proportion of fully vaccinated children. * Based on response to a survey question regarding the reasons a household member stopped being covered by health insurance or did not have health insurance. Persons might be counted in more than one category. † Estimates are age adjusted using the 2000 projected U.S. population as the standard population and using four age groups: 0-11 years, 12-17 years, 18-44 years, and 45-64 years. Estimates are based on household interviews of a sample of the civilian, noninstitutionalized U.S. population. § 95% confidence interval. ¶ Includes moved, self-employed, never had coverage, did not want or need coverage, and other unspecified reasons.
Reported by: K Fredrickson, MPH, Arizona Dept of Health Svcs. RP McLaren, MS, District of Columbia Dept of Health. KS Enger, MPH, Michigan Dept of Community Health. K White, MPH, Minnesota Dept of Health. B Kirsch, Montana Dept of Public Health and Human Svcs. BC Canavan, Oregon Dept of Human Svcs. LA Zimmerman, MPH,
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1 0 1 - 1 1 3 SARS-CoV §, † † † - - - - - 8 N N Smallpox § - - - - - - - - Streptococcal- 3 - 2 - N N N Vancomycin-resistant Staphylococcus aureus § - - - 3 1 N N N Yellow fever - - - - - - 1 -N 0 0 N N - 0 38 - 61 American Samoa U 0 46 U U U 0 0 U U U 0 0 U U C.N.M.I. U 0 0 U U U 0 0 U U U 0 0 U U Guam - 17 18 - 806 - 0 0 - - - 0 0 - - Puerto
New England
American Samoa U 0 0 U U U 0 2 U U U 0 0 U U C.N.M.I. U 0 0 U U U 0 0 U U U 0 0 U U Guam - 0 0 - 11- 0 0 - - American Samoa U 0 0 U 1 U 0 0 U - U 0 0 U U C.N.M.I. U 0 0 U U U 0 0 U U U 0 0 U U Guam - 0 0 - 2 - 0 0 - 18 - 0 0 - - Puerto Rico - 0 6 30 64 - 0 8 31 51 - 0 1 2 - U.S. Virgin Islands - 0 0 - - - 0 0 - - - 0 0 - -- 0 2 6 2 - 0 1 1 - Montana † - 0 0 - - - 0 1 2 - Nevada † - 0 1 2 3 - 0 1 4 3 New Mexico † - 0 1 2 3 - 0 1 4 3 Utah - 0 1 6 2 - 0 2 1 7 7 Wyoming † - 0 1 1 3 - 0 0 - 2
Pacific
U 0 0 U U U 0 0 U U C.N.M.I. U 0 0 U U U 0 0 U U Guam - 0 0 - - - 0 0 - - Puerto Rico N 0 0 N N - 0 1 1 4 U.S. Virgin Islands - 0 0 - - - 0 0 - -1U 0 0 - - U 0 0 U U U 0 0 U U C.N.M.I. U 0 0 - - U 0 0 U U U 0 0 U U Guam - 0 0 - 1 - 0 0 - 1 - 0 0 - 2 Puerto Rico - 0 1 4 7 - 0 1 4 7 - 0 1 2 6 U.S. Virgin Islands - 0 0 - - - 0 0 - - - 0 0 - -1,
